FACE INVESTIGATION

SUBJECT: Machinigt Fatally Injured from Being Pinned in Vertical Lathe

SUMMARY:

A 61-year-old mae machinis (the victim) died after his clothing was caught by aclamp on the revolving turntable
of averticad lathe, and he was pinned againgt the machine parts. The 64" diameter turntable held a ring of stedl
stock secured to the table by sx holding clamps. A cutting arm tool on the machine was used to boretheinterior
of the ring stock, producing meta turnings and filingsthat accumulated on the turntable and on the floor near the
machine. A meta barrier guard shielded about two-thirds of the open sde turntable from worker contact, and
deflected the meta turnings and filings. At the time of the incident, the victim was wearing gloves while stlanding
next to the unguarded section of the turntable. The incident was unwitnessed, but gpparently the victim elther
reached over therevolving table or fell ontoit. Hisglovewas caught by aclamp, and hisbody was pulled against
the opening between the lathe housing and the cuttingarm. A co-worker heard a sound, saw the victim pinned
inthe machine, and went to the shop officeto call emergency medica services(EMS). A second co-worker went
to the machine and turned off the power, stopping the machine. By thistime, the victim had falen back onto the
shop floor. EMS responders and police arrived within severad minutes. The victim was pronounced dead at the
scene. The FACE investigator concluded that, to prevent smilar incidents, employers should:

1 ensurethat revolving machine parts are sufficiently guar ded
1 review, revise where applicable, and enforce safety programs that include job-specific

procedures for working with guarded machine parts and for shutting off and locking out
machines befor e cleaning or maintenance.

conduct scheduled and unscheduled worksite safety inspections, which should include
observations of employees work practices.

1 develop policiesand training programs that addressthe use of emergency shutoff devicesfor
all workerswho work near hazar dous machines.

In addition, employers of workers who are not fluent in English should:

1 ensure that all workersreceve initial and ongoing instructions on safe work practicesin a
manner that is clear, complete, and under standable to the employee.

INTRODUCTION:

OnMarch 29, 1995, a 61-year-old male master machinist died after being drawn into avertica metd lathe. The
Wisconsin FACE fidd investigator was notified by the Wisconsin Department of Industry, Labor and Human
Rdations, Workers Compensation Divison, on March 31, 1995. On August 28, 1995, the field investigator
vigted the incident Ste and met with a company representative. The FACE investigator aso obtained the degth
certificate and reports from OSHA, the medica examiner, police, and Workers Compensation.



The employer was amachine shop that produced custom machining of large pieces of sed. The company had
been in business about 22 years, with eight employees. This incident was the first fatdity the company hed
experienced. The company owner was the designated safety director, with some safety duties delegated to the
shop supervisor. Before new employees began their job duties, the company owner would explain awritten list
of generad company safety rules and ask the employeeto review and Sgnthelist. Therulesincluded requesting
supervisor's approva to wear gloves while operating machinery, to aways make sure any rotating part had
completely stopped before reaching near it, never to reach through or behind any guard while a machine was
running, and to shut down a machine before dleaning, oiling or adjugting it.

The company had an apprenticeship program for new machinists, and provided on-the-job training for
experienced workershired asmachinists. The company owner demonstrated safe machine operating procedures
for the employees, and observed employees each time a machine or procedure is initidy used in this shop.
When additiona equipment was brought into the machine shop, the company provided training for al employees
who were assigned to use the machine.

The victim recaived training as an engineer and mechanic in Russa, immigrated to the United States four years
ago, and was hired by the company soon after arriving inthe U.S. He did not speak or read the English language
at the time he was hired. As aresult, the company used a Russan interpreter to trandate the written and verba
indructions regarding company policies, procedures and safe machine operaion. The victim acknowledged
receipt of this ingtruction through his sgnature on the training documents, with the witness' sgnature of the
interpreter. While the victim was in America, he had learned some English and could participate in smple
conversations with his co-workers during work and bresk times. Additiona training after the time of hire was
primarily done through demondration and Smple explanationsin English.

INVESTIGATION:

The company shop areawas on the ground leve, with a glass-enclosed office areain a second-floor loft in one
corner of thebuilding. Therectangular shop wasarranged with drill presses, boring mills, and verticd lathes near
the shop walls, and stock and storage unitsin the center of the shop area.

Three months before the incident, the company had purchased aused verticd turret lathe manufactured in 1928.
The lathe was dectricaly powered and driven by a belt and gear. An dectronic emergency switch, 24 inches
from the side edge of the turntable, was used to turn the entire machine off. It was accessble to the machine
operator or other workerswithout reaching over, under or through any moving machine parts. it wasred-colored
to distinguish it as a safety device. A 64" diameter turntable revolved 25 times per minute. The top surface of
the turntable was 36 inchesfrom the floor, and was shielded by a 33 %2inch high metd barrier guard. The barrier
guard extended around the front half of the turntable. 1t conssted of two sectionsthat could be freestanding and
individudly positioned. Whenthe lathe was in use, the turntable held a ring of stedl stock secured to the table
by six holding clamps that projected about 8 inches above the surface of the turntable. A cutting tool was
mounted on anarm above and to the right of the turntable, and could be adjusted by the machine operator to do
specified cuts on stedl stock.



The victim helped the company owner ingall thelathe, received training initsoperaion from the owner, and had
operated themachinesnceitsingalation. Themachinerequired biannua maintenance, but thefirst service check
was not duefor severa months. At this company, minor machine repairs and adjustments were usudly made by
the machine operator without notifying the supervisor, unless additiond followup wassrequired. Therewere no
reports of repairs or other adjustments to the machine after theinitid installation process.

While the machine was in operation, the cutting tool would bore the interior of the ring stock to the pre-set
specifications without further intervention by the operator. Thisprocess produced metd turningsand filingswhich
were deflected by the meta barrier guard, and accumulated on the turntable and floor near the machine. There
were no specific written company policiesabout theremova of turningsand filings. However, machine operators
usudly wore gloves while cleaning the turntable and used a broom and shove to clean the floor after ajob was
completed.

On the day of the incident, the victim and four co-workers began work in the shop at 7:30 A.M., while the shop
owner, office manager and shop supervisor worked in the office. The victim worked a the verticd lathe, cutting
aged ring until about 2:10 P.M. Although the event was unwitnessed, it appears that he removed one section
of the metd barrier guard that shielded the front of the turntable. It was found near the storage bin, leaving an
opening of gpproximately 36 inches next to the control levers and button. The victim was wearing along-deeved
shirt and work gloves as he operated the machine. He apparently either reached over the revolving table to
sweep away turnings and filings or dipped and fdl onto it. His glove was caught by aclamp. Hewas pulled by
the rotating turntable againg the 10 x 14-inch opening between the lathe housing and the cutting arm (Figure 1).
At thetime of theincident, aco-worker wasworking at amachine about 7 feet from the victim. Hearing asound,
the co-worker turned and saw the victim pinned in the machine. He went to the stairs leading up to the shop
office (about 15 feet from where the co-worker was working) and shouted to the staff to call emergency medica
sarvices. A second co-worker then went to the machine and turned off the power, thereby stopping the machine.
By that time, the victim had falen to the floor, with hisright hand amputated and deep lacerations across his | eft
upper arm and back. EM Srespondersand police arrived within severd minutes. Investigatorsfound thevictim's
heart and portions of his spleen near the back of the turntable. He was pronounced dead at the scene, and an
autopsy was done.

CAUSE OF DEATH: Themedicd examiner listed the cause of death as multiple traumatic injuries asthe result
of an industrid accident.

RECOMMENDATIONS/DISCUSSION

Recommendation #1. Employers should ensure that revolving machine parts are sufficiently
guarded.

Discusson:  The machine operator and other empl oyeesin the machine areawere exposed to hazards created
by the inadequately guarded rotating turntable on the vertical lathe. A 3-foot section of the barrier guard had



been removed, and the victim was standing next to the rotating turntable near the cutting tool arm while operating
the lathe. Theindallation of atamper resstant safety switch on the barrier could have prevented the incident by
causng the machine operation to cease if the continuity of the barrier was interrupted. The turntable was 36
inches high with holding clamps and stedl stock projecting about 8 inches above the tabletop, while the barrier
guard was only 33 %2inches high. The barrier guard should be high enough to prevent workers from contacting
the rotating turntable. Requirementsin OSHA standard 29CFR 1910.212 (a) state that one or more methods
of machine guarding shall be provided to protect the operator and other employees in the machine area from
hazards such as rotating parts and flying chips.

Note: The employer in thisincident hasingtaled amounted barrier guard that is42 inches high and surroundsthe
exposed edge of the turntable.

Recommendation #2: Employers should review, revise where applicable, and enforce safety
programs that includejob-specific procedur esfor working with guar ded machinepartsand for shutting
off and locking out machines befor e cleaning or maintenance.

Discusson:  Although the company had written safety rules for working in the machine shop, these rules
lacked directions about remova of machine guards, and were not specific for operating, cleaning and maintaining
the verticd lathe. At the time of the incident, the victim was operating the lathe with a section of the guard
removed. Although theincident was unwitnessed, he may have been cleaning turningsand filingsfrom therotating
turntable. Safety programs should be periodicaly reviewed and revised, as necessary, to identify and reduce or
diminate worker exposures to hazardous stuations. The safety program should include specific procedures to
ensure rotating turntables are turned off when guards are not in place, or when machines are being cleaned,
maintained or repaired.

Recommendation #3: Employers should conduct scheduled and unscheduled worksite safety
inspections, which should include observation of employees work practices.

Discusson: Scheduled and unscheduled worksite inspections should be conducted by a competent persont
to ensure that work sites are free from hazardous conditions. A safety program cannot be effective unless
implemented in theworkplace. Theingpections show the employer’ scommitment to the enforcement of the safety
program and to the prevention of occupationd injury. In this incident, an inspection might have reveded the
missing machine guard and the victim’ s use of gloves while operating hazardous machinery.

Recommendation#4: Employers should develop policiesand training programsthat addr essthe
use of emer gency shutoff devicesfor all workerswho work near hazar dous machines.

Discusson: The machine involved in this incident was equipped with an emergency shutoff button located
about 24 inches from the machine operator’ swork position. At the time of the incident, one co-worker ran to
the shop office to call for emergency help and a second co-worker (responding to the cal) went to the machine
and pushed the emergency button, shutting off the machine. Workers who might be exposed to hazardous
machine parts should be trained in emergency shutoff procedures.
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Recommendation # 5: In addition, employers of workers who are not fluent in English should
ensure that all workersreceiveinitial and continuing instructions on safework practicesin a manner
that isclear, complete, and under standable to the employee.

Discusson: Employees who are placed in situations that may present hazards to their health and safety need
information and resources on recognition and avoidance of dangerous conditions. If the worker isnot fluent in
written and/or spoken English, the employer must ensure that the information is presented in another manner that
iseasly understood. Thiscould be done by using verbd and written trandations, audiovisua recordings in the
worker’s primary language, and/or bilingua sgns. In this case, the company provided a Russian-English
interpreter for the victim when he was hired four years before the incident. Companies could ensure that
speskers of foreign-languages continue to receive clear and complete safety ingtructions by using the resources
available from literacy councils, workplace literacy programs offered by schools and colleges, and community
socid service organizations.

1. Conpetent person: One who is capable of identifying existing and
predi ctabl e hazards in the surroundi ngs or working conditions which
are unsanitary, hazardous or dangerous to enpl oyees, and who has the
authority to take pronpt corrective neasures to elimnate them
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